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The purpose of this study was to compare the length of stay
of cocaine addicts against alcoholics in a 14 day in-patient
substance abuse unit. The following variables were considered in
affecting the patients length of stay, age of patient and
physiological illness experienced in withdrawal. The data was
gathered from the Alcohol and Drug History administered to each
patient admitted to the unit. Ninety patients (56 alcoholics, 34
cocaine addicts) that entered the unit between July 1987 and
February 1988 were studied. Using a chi-square analysis, the
study found that there was a significant relationship between age
and completion of treatment for alcoholic. In contrast, the
study discovered no significant relationship between age and
completion of treatment for cocaine addicts. The study also
found that there was a significant relationship between
physiological illness and completion of treatment for both
alcoholics and cocaine addicts.
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During the last decade, cocaine has become one of
the most widely used illegal drugs. In America, people
of all races, social classes, and ethnic groups abuse
cocaine on a daily basis. Whether cocaine is inhaled
nasally, injected intravenously, or smoked in a pure
form, it is a deadly and highly addictive drug. With so
many Americans abusing the drug on a daily basis, the
market for cocaine is in high demand. As a result, the
supply of it entering America has increased - along with
the potency of the drug. Because of the increased
supply, cocaine is now available at a cheaper cost than
it was ten years before. It is estimated that each day
five thousand people try cocaine for the first time
(Britt, 1983). Thus, buying a grcim of cocaine, is just
as easy and accessible as buying a six pack of beer
(McBee, 1983).
The drug cocaine is the chief alkaloid derivative
from the coca plant. It was first isolated by a
scientist named Albert Nieman in 1860. Shortly, after
its discovery, cocaine was seen as the wonder drug of
its time period. It gave those who used it instant
energy, and a exhilarated feeling. During the late
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1800s, it was available in pure form, and used in a
great number of medical tonics and elixirs. Cocaine was
also an ingredient in the soft drink Coca-Cola. A
Coca-Cola advertisement in 1890 stated that Coca-Cola
was an "intellectual beverage,... containing the
valuable tonic and nerve stimulant properties of the
coca plant... and makes not only a delicious and
invigorating beverage..., but a valuable brain tonic,
and a cure for all nervous affections - sick, headache,
neuralgia, hysteria, melancholy (Britt, 1983). Because
it was legal, cocaine was a drug that was cheap, and
enjoyed at all levels of society.
During this period in the late 1800s, Sigmund Freud
became the most prominent supporter of cocaine. Freud,
the founder of psychotherapy, deemed cocaine a wonder
drug because the euphoria encouraged his patients to
express their feelings and emotions; he also thought it
to be useful as an aphrodisiac, as a local anesthetic,
and also as a treatment for various illnesses including
digestive problems, alcoholism and morphine addiction
(Britt, 1983). Much of Freud's support of cocaine was
published in his now famous Cocaine Papers. Because of
his support for cocaine, some of Freud's colleagues
accused him of promoting the "third scourge of mankind"
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- number one was alcohol and number two was morphine
(Britt, 1983).
As a result of the legal use of cocaine, emerged
individuals addicted to cocaine, with all the side
effects that cocaine addicts today suffer - withdrawal,
paranoia, depression and psychosis. Newspapers around
the country began to publish stories depicting the
negative aspects of cocaine, and the addicts addicted to
it.
The U.S. Government in 1906, began to take steps
towards making cocaine use illegal. Cocaine boosted
tonics were not allowed to be sold in America and it was
removed from Coca-Cola and other similar sodas. The
Harrison Act of 1914 classified cocaine as a narcotic
and that any use of the drug must be reported.
Cocaine then became an "underground" drug after
illegalization. A very select group of musicians and
entertainers were the ones abusing the drug. It
remained in a relatively small sector of abusers until
five decades later when cocaine usage began to escalate
in the U.S. In 1969, the U.S. Government had seized 52
pounds of illegal cocaine. Thirteen years later, the
government had seized over 12,500 pounds. It was no
longer the underground drug of the elite. The decade
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of the 1980s has represented the drug cocaine reaching
epidemic abuse in America. Over 22 million Americans
have used it, and ten percent of that number have
become addicted to the drug (Smith, 1986).
Today, cocaine among its users is viewed as the
drug of the fast lane of life. It is glorified as the
ultimate high, and some cocaine addicts view the high as
better than having a sexual orgasm. It is the one self
gratifying drug, in that the more cocaine that a person
uses, the more cocaine the person wants. Physical,
spiritual and emotional destruction are the
consequences for a cocaine addict, as well as financial
ruin. Record high homicides in Philadelphia, Oakland,
and Detroit were all related to cocaine usage and sales
in 1986 (Newsweek, 2/9/87). The flow of drugs entering
the country, and the violence that accompanies it has
become virtually impossible to stop. One hope towards
solving the cocaine problem is the treatment of those
who are addicted to the drug.
The movement towards helping the cocaine addict is
first recognizing that cocaine addiction (as well as
other addictions such as alcoholism) is a disease. The
addiction is a progressive disease from its onset, in
that the effects on the addict gets worse as the addict
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uses the drug. There is no known cure medically for
cocaine addiction. The disease can be treated and can
be put into remission if the addict practices abstinence
from using cocaine. The alcoholic is also faced with
the same dilemma in treating their addiction to alcohol,
by practicing abstinence. To practice abstinence, both
the cocaine addict and the alcoholic must learn a new
way of life without the drug of their choice. Many
times, this new way of life begins in the alcohol and
drug treatment facility. Even though the alcoholic and
cocaine addict will receive treatment in the same
facility, both groups has special needs to be considered
- physically, spiritually emotionally, and financially.
With the cocaine addict, the needs in rehabilitation
treatment are greater, and much more difficult. These
difficulties in treating the cocaine addict is what I
intend to discuss in this paper.
Statement of the Problem
In comparison to alcoholics, cocaine addicts prove
to be much more difficult patients to treat in
in-patient drug rehabilitation. Cocaine addicts have
separate and special issues in treatment from that of
the alcoholic. Alcoholics and cocaine addicts
experience different withdrawals when attempting to
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abstain from their usage. The alcoholic withdrawal has
more physical discomforts, whereas the cocaine
withdrawal is characterized by psychological stresses.
Cocaine addicts exhibit different patterns of behavior
from that of the alcoholic, which related to their drug
usage - cocaine being a stimulant, and alcohol being a
depressant. Cocaine addicts are more rebellious,
belligerent and energetic during their withdrawal stage
than alcoholics. To treat them like the alcoholic is an
almost certain failure in treatment. Many treatment
professionals are trained to treat alcoholics and drug
addicts in the framework of treating the alcoholic.
Therefore in treatment, the cocaine addict is more
likely than the alcoholic to have a longer stay in
treatment, and more likely to leave treatment early by
their own choice against medical advice- Cocaine
addicts are also more likely to suffer a relapse into
using cocaine while in treatment than an alcoholic is in
relapsing into drinking.
Significance/Purpose of the Study
In comparison to alcoholism, cocaine addiction is a
new addiction in the substance abuse field. There are
few, if any, indepth studies on the treatment of cocaine
addicts. Studies on the treatment of cocaine addiction
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is needed if America is to successfully address the
problem of cocaine addiction.
This study is expected to discover what behaviors
of cocaine addicts possibly lead them to abandon
treatment earlier than alcoholics.
This study also expects to aid social workers to
develop effective treatment modalities to apply towards
cocaine addicts while they are in in-patient treatment.
Finally, this study hopes to provide a foundation
for social workers to do future research, as well as




REVIEW OF THE LITERATURE
Whether an individual snorts cocaine, uses it
intravenously, or smokes cocaine in freebase form (also
known as "crack"), the drug is highly addictive and self
destructive, regardless of the method it is consumed.
For the purposes of this paper, I will recognize all
three methods as being causes for an individual to seek
treatment for cocaine addiction.
To understand why treatment of cocaine addicts is a
difficult process, one must gain an understanding of the
effects that cocaine has on an individual that uses the
drug. Cocaine is a drug that is a stimulant of the
central nervous system. Effects after using cocaine
include, excitement, euphoria, feelings of strength and
mental ability, heightened sexual interest and decreased
awareness of hunger (Hart, 1986). These effects usually
last from 15 to 30 minutes, which is then followed by
restlessness, anxiety and depression (Smith and Wesson,
1985). In order to maintain the euphoric pleasures from
cocaine, a user must consume the drug every 15 to 30
minutes after initial usage (Bennett, Vourakis, Woolf,
1983). Morganthau (1986) reports how addictive crack
cocaine can be. He notes that when it is smoked.
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cocaine molecules reach the brain in less than ten
seconds; the result is an intense high, followed by a
crushing depression. The cycle of being up then down
can produce a powerful chemical dependency within two
weeks. The Metropolitan Atlanta Council on Alcohol and
Drugs (1988) report additional risk of the abuse of
crack cocaine. They note that the drug is physically
debilitating and causes brain damage. Brain seizures
among crack users are being reported at a rate of three
times more than other cocaine use. Freebasing produces
a particularly strong immediate, explosive high which
may cause a rapid series of convulsions or grand mal
seizures and even death. O'Connell (1985) discusses
further adverse effects of cocaine use. She states that
a good deal of brain damage she observed was of a
transient or temporary nature. This included memory
loss of recent events and information and concentration
impairment. Those individuals who do have some damage
may experience migraine headaches, and increased risk of
stroke. In these cases, the symptoms will not clear up
after a period of sobriety, but needs to be followed by
neurological consult. Cocaine, at low dosages is also
known as a aphrodisiac in the drug culture. Smith
(1986) describes cocaine at low dosage to enhance sexual
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desire, as well as prolong sexual intercourse and
intensifying orgasms. However, cocaine at high doses
has an adverse effect on sexuality. It has been found
to impair abilities to ejaculate or maintain an erection
in men, or achieve a orgasm in women (Smith and Wesson,
1986). Chronic doses of cocaine also lead to a
reduction of sexual desire in both men and women (Smith,
1986).
One of the dangerous effects of cocaine is the
desire to use the drug once the initial high subsides.
Loveys (1987) discusses the dysphoric sensation that
arises after the pleasurable effects wear off leads to
an intense craving to repeat the experience, and
obsessive cocaine use can supervene. He further points
out that this obsessive focus to obtain cocaine can lead
to deterioration of personal hygiene and nutritional
habits. Cohen (1987) reports that cocaine users
continually abuse cocaine because abusers are hoping,
for the original high that was obtained when the
individual first used cocaine. This original high is
impossible to attain because with each use of cocaine,
the user develops a tolerance to the drug. Hammer and
Hazelton (1985) explains how cocaine motivates and
reinforces behavior much like food, water and sex does -
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by providing rewards to users. They also discuss the
"rush" (euphoria) that happens within a cocaine abuser
which makes cocaine a habit forming drug. One glaring
example of how strong the desire to use cocaine after
the drug has been consumed, was illustrated in the test
that was performed with laboratory rats and monkeys.
Psychobiologist Roy Wise of Concordia University in
Montreal found that laboratory rats with unlimited
access to cocaine will take enough of the drug to
severely alter their feeding and sleeping habits...
which causes their health to deteriorate and the rats
will live no longer than three weeks, dying from drug
induced convulsions or respiratory viruses. With the
laboratory monkeys, Siegal (1984) found that monkeys
would continuously abuse a unlimited supply of cocaine
refusing food and water, just to obtain the supply of
cocaine. It was also found that these male monkeys
would ignore female monkeys in heat, just to obtain
cocaine (this was considered extremely odd behavior for
monkeys). According to Snider of the National Institute
on Drug Abuse (NIDA) "cocaine may provide the most
powerful chemical rewards available to human beings. It
may even be a more powerful drug than heroin."
The controversy about cocaine addiction has
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surfaced in that whether the drug is addictive or not.
The argument against cocaine being addictive is that
cocaine dependence does not have the same withdrawal
side effects as does alcoholism and heroin addiction.
It is felt that cocaine is more psychologically
addicting than physiologically addicting.
Tom O'Connell (1988) feels that cocaine is one drug
that will revise the definition of addiction. He notes
that physical withdrawal is only one component of
addiction and that any drug (such as cocaine) that
produces pleasurable mood changes is potentially
addictive. He also points out that the key to
addiction is craving and compulsive drug seeking, which
is clearly evident in cocaine patients.
As stated earlier, the cocaine patient in treatment
proves to be a much more difficult patient than that of
the alcoholic in drug treatment. Shulman (1987) did a
comparison of treating the cocaine addict against the
treatment of the alcoholic. He states that many
substance abuse counselors are used to working with the
relatively compliant and passive alcoholic, and are not
used to the power, aggressiveness and limit testing of
the cocaine addict, and many become angry and react
inappropriately to the behavior of the cocaine addict.
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Kleber and Gawin (1984) found that since cocaine
addiction has been recognized as a problem, many
strategies have been designed to treat cocaine abuse.
However the problem has been that no generally accepted
or successful treatment has emerged. Thus cocaine
addicts have been treated with various modalities, such
as Alcoholics Anonymous, group therapy, individual
counseling and psychotherapy. McCarthy (1985) found
that psychotherapy as a primary modality for the
treatment of addictive disease is almost universally
unsuccessful and potentially hazardous. He notes that
there is a belief that addiction is caused by
psychological factors, and that each addict has an
addictive personality. This school of though feels that
the primary treatment for this should be by
psychotherapy. This is contradictory to the American
Medical Association who since 1956 has recognized
alcoholism (and later other addictions) as a disease.
Shulman further states that many cocaine patients
may be better educated than the counselor, make more
money, drive a more expensive car, and live in a bigger
house — information they feel no compunction about
sharing with the counselor. Cocaine addicts have also
responded to treatment by attempting to dictate their
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own treatment plan through informing the staff about the
best way to operate the treatment centers. Cocaine
addicts are into power and control, and Shulman feels
this is one issue that the addict attempts to carry out
in the treatment centers.
Bower (1985) reported on cocaine addicts in
treatment at Regent Hospital in New York City and Fair
Oaks Hospital in Summit, New Jersey, in which 205
cocaine addicts were followed. Bower found that one
problem in working with cocaine addicts were they had
problems sticking with the treatment program. 78
cocaine patients dropped out of treatment within the
first month of treatment.
Kleber and Gawin (1984) discussed one method used
for the treatment of cocaine addicts, that is unique
from other modalities utilized. This method is known as
contingency contracting. This involves a therapist
contracting the addicts to write letters containing
illegal acts they have performed as a result of their
cocaine abuse, against the law, employers, or other
individuals. The therapist will hold these letters with
the agreement that the cocaine addict will remain drug
free. To ensure that the addict is drug free, he would
submit urines on a random basis for drug testing. A
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positive urine for cocaine would mean the letter would
be mailed to the appropriate authority. It was found
that 90 percent of those who participated in the
contract program stayed free of cocaine during the
contract period. Though this method borderlines
blackmail, it illustrates the lengths that some
treatment professionals will got to ensure that the
addict remain sober.
Smith and Wesson (1986) found that many cocaine
addicts are cross addicted to depressants, such as
alcohol and barbiturates to medicate the excessive
stimulant effects of cocaine. They further state this
becomes an upper-downer cycle, in which the addict
abuses cocaine to achieve their desired high, then uses
alcohol or barbiturates to medicate themselves when the
high becomes too intense, then abuses cocaine when their
low becomes too overwhelming. Thus Smith and Wesson
feel that clinicians must be aware of treatment of cross
addicted patients to successfully work with cocaine
addicts.
Siegal (1984) discovered in his eight year study of
cocaine abusers who abused other chemicals, that their
dependence on cocaine increased, while their use of
other drugs decreased. Of the 99 cocaine users he
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studied during this time (1975-1983) he discussed that
100% used alcohol, 100% used marijuana, 27% used
amphetamines and 20% used barbiturates. When he
concluded his study, 70% of users were using alcohol,
24% were using marijuana, 2.5% used amphetamines and
barbiturate use was not reported. Among poly-chemical
abusers that use cocaine and other chemicals, cocaine
usually is the drug of choice. Many cocaine addicts
feel that since cocaine is the problem drug, they can
use other chemicals (such as alcohol) and not experience
problems. Baum (1985) notes that many cocaine addicts
feel they can drink alcohol safely, without it leading
to cocaine usage. She further points out that many
cocaine addicts will enter treatment with the hopes of
learning to control their cocaine use, or return to
using other drugs.
Zweben (1986) discussed that the two most common
resistances that cocaine addicts pose in treatment are
the tendency to downplay the importance of abstinence
from secondary drugs the client has been using and the
tendency to withdraw energy and commitment from the
recovery process prematurely. Zweben notes that addicts
who used alcohol and other drugs without problems prior
to their cocaine abuse feel they can return to this
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usage without any problems. However, cocaine addicts
must come to grips that in order to fully recover, they
must abstain from all mood altering drugs.
Smith and Wesson (1986) note that with using
cocaine by either snorting, or in freebase form
establishes a pattern of denial in the abuser. They
note that many users believe that "if you don't stick a
needle in your arm, you can't be an addict," and this
denial is a common obstacle to drug treatment. They
also state that many cocaine addicts have short
addiction histories, and this affects the addict
realizing that he has a problem with cocaine.
Siegal (1985) discusses that until 1980, treatment
approaches to cocaine dependence were similar if not
identical to those approaches given to users who were
dependent on alcohol or other drugs. There has not been
any long term studies or approaches in the treatment of
cocaine addicts - 8 years is hardly enough time to
devise successful treatment modalities. Britt (1983)
supports this premise. He states that the long term
effects of cocaine are not really known and will not be
known until the 1990s, when medical science will be able
to study the full side effects of extensive and extended
use.
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Kleber and Gawin (1986) note that abuse of cocaine
by addicts are attempts by some addicts to self medicate
some psychiatric disorder. They note that in a study of
30 cocaine abusers, it was found that 30% of these
addicts suffered from depressive disorders (major
depression, dysthymic disorder atypical depression), 20%
of these addicts suffered from bipolar disorder (such as
cyclothymic disorder) and 5% of these addicts suffered
from Attention Deficit Disorder. Smith and Wesson
(1986) have found that some cocaine abusers have
underlying thought disorders, and those that do have a
more prolonged psychotic reaction that is facilitated by
cocaine. These abusers often have a family history of
schizophrenia, and the prolonged psychosis probably is a
cocaine precipitated schizophrenic reaction. Zweben
(1986) reported that problems arise when the cocaine
addicts impaired attention, concentration and loss of
short term memory is often mistaken for a lack of
investment in treatment. It was further noted that
impairment of concentration can last for up to two weeks
for the cocaine addict in treatment. Thus, when the
addict is detoxed from cocaine, a underlying
psychiatric disorder can surface, as well as attention
problems within the addict, which can make treatment
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much more difficult, when having to deal with these
problems and disorders - problems and disorders that
many substance abuse counselors are not prepared to
address.
Baum (1985) explains psychological effects of
cocaine addiction, as being characterized by violence.
She further illustrates that cocaine addicts experience
erratic mood swings, withdrawal from friends, family and
cocaine users. It is then followed by the addict being
aggressive, hostile, depressed, agitated and at odds
internally, as well as with the world at large. Part of
this stance is caused by increasing paranoia, and the
increasing belief that the paranoia is valid.
Another psychological problem that Baum (et al.,
1985) notes is the cocaine addict losing touch with
reality, and moving into a paranoid delusional state -
characterized by visual, auditory and tactile
hallucinations. Cocaine addicts can act upon these
hallucinations, and in some cases these acts have led to
suicide or homicide. O'Connell (1985) and Phelps and
Nourse (1986) discuss this tendency for cocaine addicts
to consider suicide while abusing cocaine, and in
treatment for their addiction. O'Connell noted that 65
percent of the patients she treated in her practice had
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seriously considered suicide at least once during their
cocaine use cycle. Over half of this number had
developed a plan to take their life. Phelps and Nourse
note that during the withdrawal and detoxification of
cocaine addicts, a depression so deep can evolve, that
can lead an addict to consider suicide. They note that
during this phase, placing an addict on tricylic
antidepressant drugs is necessary to ensure the addicts
stability. These drugs require long term use and do
have side effects (urinary and stomach problems) but are
non-addictive so the addict will not develop a
dependency on them. During this stage of being paranoid
delusional and suicidal/homicidal, the cocaine addict
must be monitored closely by trained professionals to
ensure their safety, and the safety of others.
Overview of major theoretical orientations
In his article "The Disease of Chemical Dependence
From Concept to Precept," Talbott (1983) argues that the
issues that support the theory of chemical dependency
being a disease. The five issues that are discussed use
alcoholism as the primary example for discussing this
theory. Talbott (1983) notes:
1. Alcoholism is not related to volume dose,
duration, or degree of intoxication. Of five
abusers, only one of these become chemically
addicted. This addiction is characterized by
compulsivity, which leads to destruction of
the individual's physical, psychological,
social, spiritual and cultural life.
There exist two brains in each human
being; the primitive hypothalamic instinctual
brain and the new brain.
The old brain is responsible for the
behavior that directs the survival of the
species. Such behavior includes whether to
flee or fight, to eat, to drink, and to
reproduce.
The new brain evolved in man during the
evolutionary process. The new brain receives,
transmits and transfers stimuli from all of
the sensory organs (sight, feel, taste and
smell), and sends them to the primitive brain
for instinctual survival behavior.
Both the new brain and the primitive
brain are closely related to the disease of
chemical dependency. The new brain is where
the stimulus, the direction and the
implementation of abuse takes place. The
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individual chooses to drink, cognitively,
controlled cortically. He or she says "I want
to drink, I desire to drink, I am attracted to
it, I make a decision to drink;" this is a new
brain decision.
If the individual becomes one of the five
abusers that becomes addicted, the new brain
is not involved. The message comes from the
primitive instinctual brain which sends the
message "I need a drink, I must have a drink,
I will take a drink independent of
consequences, I have lost control to stay in
the abstinent state, I require a drink."
Compulsion, the number one primary symptom of
the disease, is now the supreme and overriding
stimulus coming from the hypothalamic
instinctual control enter, the primitive old
survival brain.
3. Compulsivity, the primary disease symptom, is
due to altered brain chemistry.
Compulsivity, as it relates to alcoholism and
other drug addictions, arises from the old
survival brain. Compulsivity, defined as the
illogical, irrational, irresponsible
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continued repeated use of the drug as it
destroys the individual's life, is the primary
symptom of the disease. Compulsion to abuse
alcohol and drugs becomes an instinctual
survival disease, surpassing and pre-empting
the eating, fluid, anger, sexual and fright
drives. This compulsion arises from a
depletion of endorphin (a neurotransmitter) in
the primitive brain. The alcoholic or drug
addict can temporarily meet this deficiency by
using more drugs, or arrive at a endogenous
replacement by achieving sobriety and
building non-chemical coping defenses. If
not, the primary symptom compulsion, will
dictate further intake of drugs, further
depletion of endorphin - which will in turn
stimulate the instinctual survival compulsion
to take more drugs.
4. Addiction is a genetic disease, alcoholics and
drug addicts are born, not made. Talbott
notes that alcoholics and drug addicts have a
genetic predisposition. the individuals XY
chromosome abnormality determines whether he
or she will be the one in five that will
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become addicted, independent of the dosage and
duration of drug intake (Talbott, 1983).
Addiction -
Definition of Terms
for the purposes of this paper, it is the
compulsive abuse of a chemical mood
altering substance by an individual, in
which physical and psychological
dependence occurs to the abuser.
Alcoholic Anonymous -
a self help non-profit organization
established in 1936 to give alcoholics
the group support needed to develop a
life without the abuse of alcohol.
Alcoholism - the compulsive abuse of beverage alcohol,
in which physical and psychological
dependance occurs.
Denial - is a pattern of behavior that the
alcoholic or cocaine addict exhibits. It
is a refusal to accept that the
individual has a problem with alcohol.
An addict in denial believes that use of
the substance can be controlled.
Freebase - is the abuse of cocaine by smoking it.
The cocaine is cooked into its purest
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form, and hardened to a paste, which is
then made available for smoking with a
special pipe. This form of cocaine is
also known as crack.
Medicate - any attempt by the alcoholic or the
cocaine addict to alleviate painful
feelings or emotional problems by abuse
of alcohol or cocaine.
Physical Withdrawal -
are the discomforts the addict
experiences when he attempts to stop
abuse of the chemical he is addicted to.
Such discomforts are nausea, vomiting,
cramps, sweating, and body tremors.
Statement of the Hypothesis
1. There is no significant relationship between
age and completion of substance abuse
treatment for alcoholic patients.
2. There is no significant relationship between
age and completion of substance abuse
treatment for cocaine addicted patients.
3. There is no significant relationship between
physiological illness caused by withdrawal
while the patient is in treatment, and
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completion of the program for alcoholic
patients.
4. There is no significant relationship between
physiological illness caused by withdrawal
while the patient is in treatment, and





To determine if the cocaine addict will experience
a more difficult stay in in-patient substance abuse
treatment, compared against the alcoholic patient. A
descriptive research design will be employed to
determine how age, and physical side effects relate to
the completion of treatment.
The research itself is a cross sectional study.
The data collected was concerned with each patient's
response during their stay on the substance abuse
unit of Clayton General Hospital. The time span of
this study was from July 1987 through February
1988. Any information concerned with each patient
after their study on the unit (such as: patient
follow-up, additional treatment programs) was not
utilized.
The research design will be utilizing secondary
data obtained from the alcohol and drug history used to
assess patients that enter the substance abuse unit at
Clayton General Hospital. The individuals who
collected this data were alcohol and drug counselors,
registered nurses, psychiatric social workers and
psychiatrists.
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Certain segments of the alcohol and drug history
will be used for the purposes of research. All of the
questions on the first side of the alcohol and drug
history will be utilized for the study. On page two of
the questionnaire, questions 4 ("legal problems
associated with alcohol/drug abuse") and 5 ("prior
admissions to any alcohol/drug treatment program") will
be employed for the research.
The subjects used for this sampling were the
alcoholics and cocaine addicted patient that entered
treatment on the substance abuse unit at Clayton General
Hospital from July 1987 through February 1988. The
total number of subjects used were 90 patients. This
number is divided into 56 alcoholics (40 males and 16
females) and 34 cocaine addicts (25 males and 9
females).
Other factors were reviewed from each patient that
entered treatment, such as length of stay of each group
in treatment against age of patient, as well as





In total, there were 90 patients with either
alcoholism or cocaine abuse as their primary diagnosis,
to be admitted to the substance abuse unit of Clayton
General Hospital during the period between July 1987
through February 1988. The demographic data for the
patient population is presented in Table 1.
#1 Ho: There is no significant relationship
between age and completion of substance abuse treatment
for alcoholic patients.
The results of the data analysis for the first null
hypothesis is shown in Table 2. Hypothesis #1 was
tested by a chi square analysis of days in the program
by age for the alcoholic patients. The null hypothesis
was rejected for the alcoholic based on the chi square
analysis which reported = 18.53492, d.f = 9 p <.0295.
#2 Ho: There is no significant relationship
between age and completion of substance abuse treatment
for cocaine addicted patients.
The results of the data analysis for the second
null hypothesis is shown in Table 2. Hypothesis #2 was
tested by a chi square analysis of days in the program
by age for the cocaine addicted patients. The null
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hypothesis for the cocaine addict was accepted, which
revealed = 1.05353 d.f. =2 p> .5909.
#3 Ho; There is no significant relationship
between physiological illness caused by withdrawal while
the patient is in treatment, and compeltion of the
program for alcoholic patients.
The results for the data analysis for the third
null hypothesis is shown in Table 3. Hypothesis #3 was
tested by a chi-square analysis of days in program by
withdrawal symptoms, physician advice to restrict usage,
and blackouts/memory loss. The null hypothesis was
rejected for alcoholics in the 18-32 age group based on
the analysis which reported = 12.48751, d.f = 3 p <
.0059. In the 33-47 age group, the null hypothesis was
rejected, based on the analysis which reported X^ =
8.77500, d.f = 3 p< .0324.
#4 Ho: There is no significant relationship
between psychological illness caused by withdrawal while
the patient is in treatment, and completion of the
program for cocaine addicted patients.
The results for the data analysis for the fourth
null hypothesis is shown in Table 3. Hypothesis #4 was
tested by a chi square analysis of days in program, and
the three valuables that were tested in null hypothesis
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#3. The null hypothesis was rejected for cocaine
addicts in the 18-32 age group, based on the chi square
analysis, which reported = 12.03614, d.f = 2 p<
.0024. In the 33-47 age group, the null hypothesis was
rejected based on the chi square analysis which reported
= 6.8000, d.f = 2 p< .0334.
The primary diagnosis of the patients indicated was
56 alcoholics (62.2%) and 34 cocaine addicts (37.8%)
that entered the treatment program. Of this number, 65
were men (72.2%) and 25 were women (27.8%).
Completion of the treatment program is 14 days.
Days in treatment were grouped into four categories.
The categories were 1-5 days, 6-10 days, 11-15 days and
16-20 days. Those who fell into the last two categories
were recognized as completing the treatment program.
Days that a patient stayed in treatment was
grouped into the 4 age groups for both alcoholics and
cocaine addicts. With the alcoholics in the age group
18-32, out of the 20 patients, 2 (10%) stayed in
treatment from 1-5 days, 5 (25%) stayed in treatment
from 6-10 days, 11 (55%) stayed in treatment from 11-15
days, and 2 (10%) stayed in treatment from 16-20 days.
This was compared against the cocaine addicts in the
same age group, which had 24 patients total: 7 (29.2%)
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stayed in treatment from 1-5 days; 6 (25%) stayed in
treatment from 6-10 days and 11 (45.8% stayed in
treatment from 11-15 days.
In the 33-47 age group, the data of days in
treatment are as follows: with the alcoholics (13), 4
(30.8%) stayed in treatment from 1-5 days, 3 (23.1%)
stayed in treatment from 6-10 days, 4 (30.8%) stayed in
treatment from 11-15 days, and 2 (15.4%) remained in
treatment between 16-20 days. This was compared against
the cocaine patients in this group (10), 4 (40%) stayed
in from 1-5 days, 1 (10%) stayed in from 6-10 days, and
5 (50%) stayed in the program from 11-15 days.
The cocaine population did not have patients in the
last two age groups. Of the 16 alcoholics that were in
the 48-62 age group, 3 (18.8%) stayed in treatment from
1-5 days, 2 (12.5%) stayed in treatment from 6-10 days,
9 (56.3%) stayed in treatment from 11-15 days, and 2
(12.5%) stayed in treatment from 16-20 days. In the 63
and over age group (7) 2 (28.6%) stayed in treatment
from 11-15 days and 5 (71.4%) stayed in treatment from
16-20 days.
Patients withdrawal symptoms was compared between
alcoholics and cocaine addicts in the age group of 18-32
and 33-47, since the cocaine population did not have an
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individual to fit into age group 3 or 4. In the age
group 18-32, out of the 20 alcoholics that entered the
program 2 from 1-5 days, 5 from 6-10 days, 11 from 11-15
days, and 2 from 16-20 days, 100% of these patients had
experienced physical withdrawal as a result of
abstaining from alcohol. With the cocaine patients, of
the 24 that entered treatment, the results are as
follows: 7 of the 7 (100%) of the patients that stayed
from 1-5 days experienced cocaine withdrawal; of the 6
patients that stayed from 6-10 days, 2 (33.3%) of the 6
experienced withdrawal, while 4 (66.7%) did not; 11
cocaine patients stayed in treatment from 11-15 days,
and of that number, 2 (18.2%) experienced withdrawal,
while 9 (81.8%) had no withdrawals.
In the age group 33-47, the data is as follows:
For the alcoholics, of the 4 patients that stayed in
treatment from 1-5 days, 1 (25%) experienced withdrawal,
while 3 of this group did not. The 3 patients that
stayed from 6-10 days, the 4 who stayed from 11-15 days
and the 2 who stayed from 16-20 days, all of these
individuals experienced alcohol withdrawal (100%).
There were 10 cocaine addicts in the 33-47 age
group, and of the 4 that stayed in treatment from 1-5
days, all 4 experienced cocaine withdrawal. The 1
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patient that stayed in treatment from 6-10 days did not
experience cocaine withdrawal. Of the 5 patients that
stayed in treatment from 11-15 days 1 (20%) experienced
cocaine withdrawal, and 4 (80%) did not experience
cocaine withdrawal.
Patients that were advised to stop their abuse by a
physician were compared between alcoholics and cocaine
addicts in the 18-32 age group and the 33-47 age group.
Of the 20 alcoholics in the 18-32 age group, the 2
(100%) which stayed from 1-5 days had not been advised
by a physician to cease drinking. Out of 5 alcoholics
who stayed in treatment from 6-10 days, 1 (20%) had been
advised by a doctor to cease drinking, while 4 (80%) had
not been advised by a physician. Eleven patients stayed
in treatment from 11-15 days, and 10 (90.9%) were
advised by a doctor to terminate their abuse of alcohol,
while 1 (9.1%) had not been advised by a doctor. The 2
alcoholics in the 16-20 day range had been advised by a
doctor to cease their abuse of alcohol. Of the 24
cocaine addicts in the 18-32 age group, 7 out of 7
(100%) in the 1-5 day range had been advised by a
physician to stop their drug abuse. There were 6
patients in the 6-10 day stay group, and of that only 1
(12.5%) had been advised by a doctor to cease their drug
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abuse, while 5 (83.3%) of that number had not been
advised by a medical doctor to stop using. All of the
cocaine addicts in the 11-15 day stay group, all of
these patients (100%) had not been advised by a doctor
to cease their use of cocaine.
Incidence of blackouts/memory loss was the final
variable compared between alcoholics and cocaine
addicts. Of the 20 alcoholics in the 18-32 age group,
the two which stayed from 1-5 days (100%) did not
experience a blackout due to drinking. In the 6-10 day
group, of 5 patients 1 (20%) experienced a blackout,
while 4 (80%) did not. In the 11-15 days in program
group, all 11 (100%) had experienced an alcoholic
blackout. The 2 patients (100%) in the 16-20 day group
had also experienced a blackout as well. In the 33-47
age group, the data on blackouts is as follows: in the
1-5 day group, all 4 (100%) of the patients did not
experience a blackout. In the 6-10 day group, out of 3
patients, 1 (33.3%) did experience a blackout, while 2
(66.7%) did not; in the 11-15 day group, all 4 (100%) of
the patients experienced an alcoholic blackout. In the
16-20 day group, both of the patients (100%) suffered a
blackout.
The data for the cocaine addicts experiencing
36
blackouts is as follows: 18-32 age group, 7 out of 7
(100%), in the 1-5 day stay experienced a blackout; in
the 6-10 day group, 2 out of 6 (33.3%) experienced a
blackout, while 4 (66.7%) did not; in the 11-15, 1
patient (9.1%) had experienced a cocaine blackout, while
10 (90.9%) had not experienced a blackout. In the 33-47
age group, 4 out of 4 in the 1-5 day group (100%)
experienced a cocaine blackout. In the 6-10 group, 1
out of 1 (100%) also experienced a blackout. In the 11-
15 day age group, 1 out of 5 (20%) did not experience a


































LENGTH OF PATIENT STAY
IN TREATMENT GROUPED BY AGE
1. Alcoholics
AGE
Days 18-32 33-47 48-62 63/over
1-5 2 4 3
6-10 5 3 2
11-15 11 4 9 2






Crosstabulation of days in treatment by age group of
patients.
The chi square analysis of the above data showed
that there was a significant relationship between age
and completion of treatment for alcoholics. It also
showed that for the cocaine addicts, age was not a























4. Cocaine 33-47 age group
Crosstabulation of days in treatment by Physiological




Days Yes NoI-5 4 0
6-10 0 1II-15 1 4
B. Memory Loss/Blackouts
1. Alcoholics 18-32 age group
Days Yes NoI-5 0 2
6-10 1 4II-15 11 0
16-20 2 0
2. Cocaine Addicts 18-32 age group
Days Yes NoI-5 7
6-10 2 4II-15 1 10




Crosstabulation of days in treatment by Physiological












C. Advised by Physician to Restrict Usage











Crosstabulation of days in treatment by Physiological
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Crosstabulation of days in treatment by Physiological





The findings of the study indicated that there was
a relationship between age and completion of treatment
for the alcoholic patients. However, this was not true
for the cocaine addicted patient, which demonstrated
there was no relationship between age and completion of
treatment. One factor that helps illustrate there was a
relationship for alcoholics, is that this group had
patients in all four of the age groups patients were
grouped. By this, it created a more detailed data
grouping. The cocaine patients only were able to
provide patients in the first two age groups (18-32 and
33-47). Because patients were not provided in the last
two age groups, it was difficult to obtain an accurate
assessment of the relationship between age and
completion of treatment. From the data provided, one
can assume that whether a cocaine addict completes
treatment, is based upon each individual patient, and
what their needs are from treatment.
The data also illustrated that there was a
relationship between physiological illness and
completion of treatment. The data provided here proved
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quite interesting in that the 11 patients in the cocaine
population that stayed, in treatment from 1-5 days, all
suffered cocaine withdrawal, while 13 of the 16 that
completed treatment did not suffer withdrawal symptoms.
When compared against the 9 alcoholics that stayed in
treatment from 1-5 days, 5 of these patients suffered
from alcoholic withdrawal.
"Physician advise to restrict use," meant that at
one point, the alcoholic or cocaine addict had to seek
medical attention from a doctor because of health
complications related to abuse; in which they were
informed by a physician to cease their abuse to prevent
future health consequences. Alcoholics in the first
three age groups that stayed in treatment from 1-5 days
had not been advised by a doctor to restrict use. The
cocaine population again provided interesting figures,
for 11 out of 11, that stayed in treatment from 1-5 days
had been advised by a physician to stop their drug
abuse. It was thought that patients from both groups
whom did not experience physiological illness would
leave treatment before eleven days. Instead, what was
discovered was that these individuals had experienced
illness related to drug abuse, and still left treatment
early.
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In conclusion, what the data provided suggests, is
that for cocaine addicts, physiological illness
experienced during withdrawal may indicate that the
patient is at high risk for not completing the 14 day
treatment program.
Limitations
The limitations for this study are as follows:
1. There was a disproportionate number of alcoholics
over cocaine addicts during the months in which the
study was based on.
2. The cocaine population was unable to provide
patients in the last two age groups (48-62 and 63
and over). During the time of this study, the
oldest cocaine patient was 41 years of age. All
other cocaine patients were below 36 years of age.
3. The Clayton General Hospital Substance Abuse Unit,
will admit any alcoholic and cocaine addict seeing
treatment. However, those patients who do not have
insurance or can demonstrate a method of payment
for services, are usually discharged from the unit
after 5 days - the period necessary for medical
detoxification.
4. Other factors for patients leaving treatment early
are not well documented. Reasons behind a patient
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requesting discharge against medical advice are not
clearly stated in the patient's records, as well
as the admitting psychiatrist reason for
discharging a patient early.
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CHAPTER VI
IMPLICATIONS FOR SOCIAL WORK PRACTICE
Cocaine abuse and addiction have reached epidemic
numbers in America, and with the growing numbers of
addicts, the growing number of positions requiring
social workers to provide individual and group therapy
to these individuals, as well as family therapy to
family members have become available. In-patient
treatment programs last from 14 days to 6 months, in
which patients experience various levels of therapy and
direct services. Social workers educated under the
systems theory model, would be well equipped to provide
the services necessary to help a cocaine addict begin
the difficult process of recovery from drug addiction.
Based on the results of this study, it implies that
social work practice needs to provide separate treatment
facilities for alcoholics and cocaine addicts. This
study illustrates that cocaine addicts are much younger
than alcoholics that entered treatment, and to place
these two groups in the same treatment facility will
lead to the development of a generation gap in the
therapeutic environment. This gap affects progress in
group therapy, activity therapy and educational therapy.
I have learned from my own work experience that older
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alcoholics have problems identifying with youonger
cocaine addicts that spend anywhere from $100 to $500
dollars per day on their drug habit. I have also
observed that older and chronic alcoholics cannot
participate in the physical activity that activity
therapy might entail - such activity that many cocaine
addicts are able to participate (e.g. volleyball or long
walks). In contrast, the younger cocaine addicts tend
to minimize their drug abuse when in the same group with
alcoholics in their 60's, who have drank since
adolescence. They tend to rationalize "I haven't used
drugs that long, so I can't have a problem." I have
also observed that younger cocaine addicts have problems
being confronted by older alcoholics about their
addiction, and as a result become beligerent towards
treatment. Many times the cocaine addict feels that
older alcoholics do not understand their problem with
the drug.
In situations where older alcoholics and youinger
cocaine addicts exist in the same treatment environment,
separate therapy groups need to be developed. Cocaine
addicts tend to be more receptive to confrontation from
other cocaine addicts than alcoholics, as well as more
open to support that other cocaine addicts give in group
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therapy. This phenomena led to the development of
Cocaine Anonymous (CA) in the early 1980's, to give
cocaine addicts the specialized group support that was
being missed in Alcoholics Anonymous. This is not to
say that all programs should form separate groups for
addicts in treatment. Addiction is addiction, and it
carries the same characteristics, whether it be to
alcohol, cocaine or both. Differences between addicts
in treatment will always exist, even in situations where
addicts are addicted to the same drug. However, certain
common denominators, such as age group, will make
therapy in drug treatment, a less tumultous experience.
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ALCOHOL AND DRUG HISTORY




Inability to predict onset of chemical use
Hidden supply/constant availability of supply
Use of pharmacy/doctor in prescription drugs
Failure to keep commitments, promises
Rationalization, alibies
Job or school trouble/loss/quit to avoid
termination
Change in friends towards those who use
Change in social activities, increase/decrease
Change in religious activities
Loss of interest in hobbies/sports
Loss of interest in family activities
Threats of separation or divorce
Change in sexual activity, increase/decrease
Frequent remorse, guilt, depression
Change in financial responsibility
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History of withdrawal symptoms
(shake, seizures, DT's, nausea, vomiting, insomnia
anxiety, sweats, cramps (Circle appropriate
symptom)
Advised by physician to restrict use




1. First experience with alcohol/drugs.
(where, what, with whom)
562.List alcohol/drugs used in past 6 months
(substance, amounts, frequency, route of admission,
length of involvement, first year used.)3.What is the longest period of time without
alcohol/drugs use and when?4.Legal problems associated with alcohol/drug use:
Date Offense Convicted ves/no5.Prior admissions to any alcohol/drug treatment
program:
Where Date (admission/discharae)
